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Regarding “Efficacy of subfascial endoscopy in
eradicating perforating veins of the lower leg and its
relation with venous ulcer healing”
To the Editors:
I wish to comment on the article by E. G. J. M. Pierik
and colleagues (J Vasc Surg 1997;26:255-9). First, the
title of the article seems incorrect. Not all perforant veins
need to be eradicated; only the incompetent perforant
veins do.
Second, 20 patients underwent subfascial endoscopy
for venous ulceration of the lower legs, but concomitant
superficial venous incompetence was present in 14
patients. These patients underwent saphenofemoral liga-
tion and stripping of the long saphenous vein by preoper-
ative duplex ultrasound scan. This double and concomi-
tant surgical maneuver (saphena stripping and incompe-
tent perforant vein ligation) is clinically correct but, at the
same time, methodologically incorrect because demon-
stration of a relationship between eradication of incompe-
tent perforating veins and venous wound healing in the
leg is impossible. Furthermore, the authors detected and
clipped five additional perforating veins in four patients.
These veins were not visualized by duplex ultrasound scan
before surgery. So, although it was not known whether the
perforant veins were competent or incompetent, they were
eradicated all the same, and this is not correct.
This criticism does not change the importance of the
subfascial endoscopic surgical technique. However, I hope
that it will be accepted as advice to study individually the
results of specific procedures to allow their proper evalua-
tions, in particular regarding the influence of incompetent
perforating veins in the pathophysiology of venous wound
healing.
P. L. Vannucchi, MD
University of Florence
Dermatology Department
Florence
Italy
24/41/90402
Reply
To the Editors:
Preoperative duplex ultrasound scan has a relatively
low sensitivity of only 79% for detection of perforating
veins in patients with venous ulceration on the medial
aspect of the lower leg. Concommitant deep venous
incompetence and additional stripping of the saphenous
vein did not show a significant influence on ulcer healing.
However, persistent incompetent perforating veins did
show a significant influence on ulcer healing.
Ligation of all perforating veins in patients with
venous ulceration is advocated because of the relatively
high incidence of false negative duplex scans, the impossi-
bility of prediction of competence or incompetence during
surgery, and the fact that a proper subfascial endoscopic
ligation of perforating veins only can be performed once.
It can be hypothesized, especially with concommitant
deep venous insufficiency, that, after selective ligation of
incompetent perforating veins, persistent competent per-
forating veins in time will become incompetent, which
results in potential recurrence of ulceration and leaves
selective ligation of incompetent perforating veins ques-
tionable. This strongly advocates complete irradiation of
perforating veins regardless of the state of their compe-
tency.
Cees H. A. Wittens, MD
Saint Franciscus Gasthuis
Department of Surgery
Rotterdam
The Netherlands
24/41/90401
Regarding “Vascular surgery and the Resource-based
Relative Value Scale five-year review”
To the Editors:
I enjoyed reading the article by Dr. Zwolak and Dr.
Trout in the Journal of Vascular Surgery (1997;25:1077-
86). The authors have covered the waterfront of the
specifics and the details of the Resource-based Relative
Value Scale more completely than I ever could. They also
have gone into details that most physicians do not really
understand or appreciate. I thank them for their work in
detailing this particular arena.
One thought that comes to mind, however, in reading
this article is that the Resource-based Relative Value was
never really put in its appropriate perspective. You have
entered into the arena of the cost containers; by describ-
ing the value and dealing with it from their perspective
you validate what they are doing. I believe that validation
is a serious mistake, not only for the field of vascular
surgery, but for medicine in general.
I am certain that the authors are aware of the fact that
the value to the consumer is never considered in the
Resource-based Relative Value Scale. I wonder if they have
ever asked why?
The original concept of relative value of work was
described by a noted 19th century economist, Karl Marx.
In a socialist system, there is no need to consider the value
to the consumer because consumerism does not exist. This
is a fundamental flaw in the entire Resource-based Relative
Value Scale, which has left all physicians bargaining in a
nonmarket system on the basis of arbitrary and abstract
determinations.
Unfortunately, as we are all experiencing, Medicare is
actually browbeating physicians enough that the value to
the consumer ironically is disappearing from the medical
system, just as it is not present in the Resource-based
Relative Value Scale.
I am sorry that the authors did not have a comment
about the bogus nature of this method of determining
reimbursement. The method is actually a cost-contain-
ment mechanism that is being used arbitrarily by the gov-
ernment to control reimbursement to physicians. I think
the authors do the practice of medicine and the public a
disservice by tacitly agreeing with this concept by their
thorough investigation. Stepping outside of the box and
commenting on the fundamental validity of this system
would have been extremely useful for everyone.
James P. Weaver, MD
Central Carolina Cardiovascular and Thoracic Surgical Associates,
P.A.
Durham, N.C.
24/41/90593
Reply
To the Editors:
Dr. Weaver’s letter is interesting and provocative. He
suggests that participation in the Resource-based Relative
Value Scale 5-year review implies validation of process, and
he concludes that we have done the practice of medicine
and the public a disservice through tacit approval. Indeed,
we did not use our manuscript to condemn process.
Perhaps that was a missed opportunity, but in fact, by
working within the admittedly flawed process, vascular
surgeons convinced the Specialty Society Relative Value
Update Committee and the Health Care Financing
Administration (HCFA) that our work values desperately
deserved upward adjustment. From that perspective, the
greater error may have been submission of just a few
rather than all 200 vascular surgery codes for reconsidera-
tion during the 5-year review.
Nevertheless, validity of process is terribly important,
and value to the consumer is not an identifiable compo-
nent of the Resource-based Relative Value Scale. Both
concepts deserve scrutiny in light of the upcoming
resource-based practice expense program, which is due to
begin January 1, 1999. The HCFA will shift billions of
dollars in annual payments from procedural to cognitive
disciplines on the basis of faulty data, dubious accounting
methods, and a firm but entirely unsubstantiated convic-
tion that after 6 years of payment reductions, surgeons are
still overpaid by Medicare. In this, Dr. Weaver’s claim of
bogus methodology is most correct. The Government
Relations Committee of the Joint Council sent two
detailed and highly critical comment letters to the HCFA
in 1997 decrying invalidity of the practice expense relative
value process. (Copies are available from the Society
offices in Manchester, Mass.) In addition, our position has
been voiced at several HCFA meetings on practice
expense during the past 24 months. Regardless, the
HCFA’s apparent driver remains manipulation of process
to achieve a revenue-shifting goal rather than fairness in
distribution of a limited pot of Medicare funds.
In May 1998, the proposed Medicare Fee Schedule
for 1999 will be published in the Federal Register. Every
surgeon will have 60 days to tell the HCFA their thoughts
on process validity and bottom-line result. Those surgeons
who believe the upcoming reduction in practice expense
revenue will threaten their ability to stay in business
should share those concerns with their appropriate con-
gressional delegates. The news may surprise them.
So, where is the value to the consumer in all of this?
Why has the consumer remained silent? Will shrinking
Medicare reimbursement create a price-point below which
access to high-quality vascular surgical services will disap-
pear? Will consumers actually know when that happens?
Resource-based practice expense may offer an opportuni-
ty to test Dr. Weaver’s hypothesis that value to the con-
sumer is a functional paradigm in American medicine.
Robert M. Zwolak, MD, PhD
Dartmouth-Hitchcock Medical Center
Lebanon, N.H.
24/41/90592
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